Introduction: Bariatric surgery is increasingly commonplace in Asia. The commonest procedure in Singapore is the sleeve gastrectomy. The incidence of ventral abdominal hernias such as incisional hernias is higher in the obese population. These patients often prefer to have their hernias fixed at the time of bar iatric surgery rather than several months later after weight loss is achieved.
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Methods: We review 3 patients who were scheduled for simultaneous laparoscopic sleeve gastrectomy and ventral hernia repair. The preoperative status as well as intraoperative details and postoperative outcome will be compared and we will review the literature on simultaneous bariatric surgery and hernia repair.
Results: 3 middle-aged female patients of BMI 39-44 were scheduled for laparoscopic sleeve gastrectomy and concurrent mesh repair of mUltiple ventral hernias. All 3 underwent preoperative CT scan to better assess the defects and sac contents. Two of the patients had had several abdominal operations before in the past and all three had symptoms of pain in the hernia. Just prior to surgery, one patient decided not to proceed with sleeve gastrectomy and she therefore had laparoscopic adhesiolysis and IPOM repair only. The two patients who had concurrent sleeve gastrectomy and hernia repair had excellent weight loss (EWL 70% at one year) with no evidence of recurrence or infection. Of the two, one had mesh repair and the other only had primary closure of the extended midline fascial defect after extraction of the sleeved stomach and omentectomy specimen. The patient who elected to forego bariatric surgery gained an additional 6 kg and eventually had a recurrence of the hernia at 14 months after surgery.
Conclusion: Bariatric surgery at the time of repair of multiple ventral abdominal hemias is safe and in our experience likely to result in better satisfaction with good weight loss and no recurrence or infection. Patients who undergo only mesh repair oflarge incisional hernias without any weight loss procedure are more likely to have a recurrence %) Springer and this is supported in the literature. The likelihood of infection of the mesh after gastrointestinal 'cutting' procedures is possible but has been reported to be less likely after sleeve gastrectomy than after gastric bypass. Given that our patients required significant laparoscopic adhesiolysis before the multiple hernias could be addressed, we believe that simultaneous sleeve gastrectomy and hernia repair is likely to be the preferred choice of initial procedure in these patients instead of a gastro-intestinal bypass procedure. If more weight loss is required later on, then a second-stage conversion to a bypass or BPD can be performed subsequently. Mesh use for the reinforcement of abdominal wall during stoma creation, decreases the incidence of paraostomal hernias and prevents future reinterventions.
